MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -
DEPARTMENT OF PUBLIC HEALTH AND wELFAR3 — -E-F
Registration District No. _______ 1,8__.Pr|rnnry Registration District No. 1,0.03.____Regmrar 3 NOY e TN
DO NOT WRITE e )
ON THIS STUB AMENDED |F =ED FED 190~
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1f institution: Residence bafore
VS 300 a a. COUNTY a. STATE Mo. b. COUNTY #dmission)
w
Rev. 4/59 % b. C‘IJLY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b ¢ CITY Inside Limits
w - . .
1 = TOWN ST, LOULS, MISSOURL 2 whs. TOwN St. Louis o Ne O
: c L%évaﬂEogs (If NOT in hospital, give location} Inside Limits d. »‘?BRDEEETSS (If cutside, give location) Reside on Farm
R
2 g s nstmtion BARNES HOSPITAL Yerjg No [ 4437 Red Bud Ave. Yes O Ne jg
[a]
3 ?, 3. NAME OF DECEASED First Middle Last 4. DAJE Month Day Year
+ (Type or print) OF
FRANK J. WALLACE peatH  FEPRUARY 20 1962
4 7 5. SEX 6. COLOR OR RACE 7. Married Never Married [ 8, DATE OF BIRTH | 9 AGE (last birthdsy) |IF UNhDER 1 YEAR | IF UNDER 24 HR
Male Ne ro Widowed Divorced ] Months | Days Hours Min.
p 9 4-16-7933 28 '
.._...-—--L— 10s. USUAL OCCUPATION {Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
& g . durlnggﬁ:t&fﬁf&ryng lita, avern if retired) Ind. Packing Co. Scobey’ Miss‘, U.S.A.
7 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 147 NAME OF HUSBAND OR WIFE
L 13 -
e Sam Wallace Mary Torrance Rosemary Wallace
8 2 vy 15. WAS DECEASED EVER IN U.5. ARMED FQRCES? 16. SOCIAL SECURITY NC. 17. INFORMANT Address
< (Yes, Ry, or unknown} | [If yas, give war or dajes of servic
9 w Yes l orean War Mra. Rosemary Wallace 4437 Red Bud
——e | O [ 18. CAUSE OF DEATH (Enter only cne cause per line - INTERVAL BETWEEN
10 < z PART I. DEATH WAS CAUSED BY: OINSET AND DEATH
oly S immeciate cavse (3 ACUTE MONOQCYTIC ., IFEUKEMIA & MONTHS
n c | a
U a O
W .
12 oc ly Q Conditions, If any, DUE TO (b)
K_g .-0 v bu—_, wbl|°ich pave rin‘ t)o
Iz atating the under-
13 - |’v7n':° cavae last, DUE TO (c) Q 0 4‘ : 2‘
% g PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal CPART 115 If deceased was  female was
ﬂ = diseare condition given in PART | {a) there a pregnancy in last 90 days.
120, ;5 l 1 Yes I O Ne I [0 Unknown
"E" £ | 75 "WaS AUTOPSY | 20s. ACCIDENT ~ SUICIDE  HOMICIDE 20k. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.}
=3 ] PERFORMED 0 a 0o
z v YES O NO,
b4 X | "B TIMEOF  Hour — Manth, Day, Year
Z E E INJURY iy
b4 g g p.m.
E o 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (2.9., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
& WHILE AT WORK [J farm, factory, street, office bldg., etc.) s
5‘ NOT WHILE AT WORK [J
ot Ot a
<SOf | 3 AT 1 avended he deceased ,,o,,,OQEDBER 9, 1961 FEB. 20, 1962 ./ \0s su B*" iive on FEERUARY 20, 1562
@ ; o Death occurr at. ellla - m on the date stated above, and to the best of my knowledge, from the causes stated.
W —
g s 8 w w)/ [Degroe or mw 72b. ADDRESS 22c. DATE SIGNED
T . v . ]
> | 5 5 Conincfm P20 MD, BARNES HOSPITAI 2/20/62
o 23a. BURIAL, CREMATION, | 23b, DATE 4 Z3c. NAME OF CEMET_ERY‘:)R CREMATORY 23d. LOCATION (City, fow‘r;, ar county) (State}
g Sl REHBU Fes™ | 2-26.1962 Nationdl “emetery St. Louis, Yefferson BKs. Mo.
= E 4. DJRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |256. REGISTRAR'S SIGNATURE
wi >
= 5] (A 231 North Grand Blvd. | FEB 23 1962




STATEMENT BY LICENSED EMBALMER

.

| hereb ify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by CC_: W Student Embalmer No. é(/z

waorking undeMsupervision.
Student C W

Signature of Student Embalmer

licensed Embalmer N

P.o. Address L[ Ljﬁ%’_ |

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license). ‘
If embalmed by a STUDENT, he alsa shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above. ¥




